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Mcthods and Standards for Establishing Payment Rates - Inpatient Hospital Care

2.5720 Payment for Second and Subsequent Interim Billings

At the time of cach interim bill after the first, an outlier payment amount will be determmcd
using the cumulative cost and days since the date of admission through the last service date
included in the current interim bllhng One of the following two situations may occur:

Up to 360 Days: Up until 360 days of continuous staff, the Department will authorize the
fiscal agent to pay the higher of cost and day outlier amounts for each interim bill.

Longer than 360 Days: When the stay becomes longer than 360 days, only day outlier
payments will be mads.

2.6000 Settlements and Recoupments

There shall be no year end settlements under the DRG reimbursement system. However, some
settlements and recoupments may occur because of Surveillance/Utilization Review ar other
reviews which determine that payments were in error.

3.0000 General Hospital Reimbursement for Inpatxcnt Services Excluded from the DRG
Reimbursement System.

-

Reimbursement for heart, liver and bone marrow transplant services shall be excluded from the
DRG payment system. Reimbursement for these transplants shall be based upon the lesser of
reasonable costs or customary charges, contingent upon transplant surgery. An annual settlement
shall be made. For scrvices provided prior to the transplant surgery, or if transplant surgery 1s not
performed, retmbursement shall be made according to the DRG payment system.

Inci stances itional hospitalization j ired to ¢ the care of a patien

but long term sophisticated technical patient care will be necessary and po placement can be
found at the DRG rate, the agency may contract with specialty hospitals at a negotiated rate.
Specialty hospitals are defined as acute long-term care facilitics with a length of stay over 25

days. The State shall request from the specialty hospital a proposed daily rate that they want to
be reimbursed. The state shall negotiate with the speciaity hospital re ing this rate. but in no
case shall the final rate be any greater thau the outlier payment rate’to the hospital under the DRG
system. The outlier payment rate is defined above to be 75% of the averaee daily rate for each
DRG.

4.0000 Reimbursement for Inpatient Services in State Operated Hospitals

Reimbursement for inpatient services in state operated hospitals shall be based upon the lesscr of
reasonable costs or customary charges for covered services rendered to eligible individuals.

4.1000 Hospital Changing From a General to a State Operated Hospital

If a hospital changes from a general to a state operated hospital, claims shall be paid as shown
below.

a) Patients admitted prior to the cﬁccuvc date of becoming a state operated hospital
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b)  Patients admitted on or after the effective date of becoming a state operated
hospital shall be paid as a state operated hospital.

4.2000 Malpractice Costs in a State Opcrated Hospital
© Medicaid malpractice cost shall be detcrmined by dividing the risk porticn of malpractice cost by
. total hospital charges and multiplying the result by allowable Medicaid charges. This shall be
used for all cost report periods ending on and after 7/1/91.
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